This contribution may be regarded as a companion to the recent editorial in this Journal on "Substance Abuse in Anaesthetic Staff", 1 in that it also draws attention to an ethical issue which threatens to disrupt the practice of anaesthetics as it has been conducted since its beginning. In both cases, the issues are being presented with perhaps less time for well-considered reflection than may be wanted, to practitioners who, it must be supposed, would not have sought them and will not welcome them.
The February 1993 issue of Anesthesiology contained an article and an editorial on the involvement of anaesthetists in the practice of euthanasia. The first was contributed jointly by an intensivist and a director of a pain management service in a paediatric hospital, 2 and the second by a non-medical ethicist. 3 In an article in the New England Journal of Medicine last year,4 it had been suggested that euthanasia clinics be established, staffed by anaesthetists.
In the United States at least, the debate about euthanasia is moving rapidly. These papers reflect a core problem present in most such discussions, in that, while they present a good deal of helpful factual information, they lack any deep critical appraisal of the central issue, namely, that innocent persons are to be killed. In the expectation that Australian anaesthetists may come under similar pressures, I would like to offer some comments. Unlike almost every other commentator, my background includes anaesthetics, intensive care, palliative care and bioethics. I am convinced that no person and no society can engage in killing some of its sick and remain untouched by the consequences of that decision, and that if doctors of any kind allowed themselves to be selected as killers they would certainly regret it.
The matters which the articles do not address adequately are: Can it ever be right to kill innocent persons? Is it necessary to do so? and, Why propose anaesthetists as killers? To the extent that these are ignored, the result is dishonest and self-deluding.
Can it be right? The Oxford Dictionary defines ethics as the "science of morals, moral principles, rules of conduct, etc", and moral denotes "concern with the distinction between right and wrong, dealing with regulation of conduct". The law in every country reflects, as it always has, the universal moral perception that killing an innocent person is gravely wrong, by declaring it to be a serious crime, not wrong because it is illegal, but illegal because it is wrong. In this sense, the criminal code is a moral code.
None of the above authors, not even the ethicist, thought it worth discussing whether such a sound perception may be turned on its head on the assertion of a few. Instead, they go straight to the practical aspects of euthanasia, ignoring the chasm in logic and law. They speak of "aid-in-dying", "medical surcease" and' 'self-life ending", pointing out that killing is not a politically correct word. If you don't say it, perhaps it isn't true.
The clinical authors document the crude method of head-counting which is being used to make new law in their country (as though a wrong action could become right if a majority approve of it), and the gross defects in the proposed laws. For example, the failed law in California would have allowed a doctor who had killed a patient by lethal injection to falsely certify the underlying illness as the cause of death.
Is it necessary? Again, none of the authors thought it worth examining whether it is necessary to kill people in order to relieve their pain, or whether, from an ethical perspective, people should be killed when they request it, out of respect for their autonomy.
The clinicians recognise that "more effective approaches to pain and suffering may decrease requests for euthanasia", though "physicians generally are not well informed about proper approaches ... for controlling pain in the terminally ill". Though palliative care is poorly organised in the United States, and is not well supported by doctors there, the writers document its effectiveness to relieve both physical and emotional distress of medical origin, correctly observing that a mixture of medical and social causes, such as depression, grief, isolation and abandonment are major contributors to emotional distress.
They list major objections to the legalisation of euthanasia, and observe that "most legal commentators believe that (non-voluntary euthanasia) almost certainly will follow legalisation of (voluntary)". Even the Dutch, in their more frank moments, admit that non-voluntary euthanasia is murder.
The ethicist identifies a different imperative for euthanasia, pointing to a shift away from fear of pain to the promotion of the overriding claimed right of a person to choose death. Every doctor needs to know that it has now become common for some ethicists to assign unwarranted sovereign status to the expressed wishes of a person, as though anyone was automatically owed whatever he or she sincerely asked for, without further consideration. This is an ethical confidence trick of huge proportions. Though autonomy is a most valuable ethical principle, deserving of great respect, it has no greater power to bind others than any other principle. This ethical sleight of hand is matched by the other one which restricts the granting of human rights to defined "persons", that is, to those who have acquired certain characteristics. By this means, some of the unwanted can be arbitrarily defined out of their right to exist by selfappointed judges.
Why anaesthetists as killers? It has always been disturbing to read the unilateral, usually unargued, nomination of doctors as medical killers, against reason and against their ethical principles, to relieve others of this distasteful task. The process is now being taken a step further, with pressure applied to anaesthetists to become lethal syringes for hire as has already happened elsewhere.
With few exceptions, anaesthetists are not doctors of primary referral. If they were to be the providers of euthanasia, they would be subverting their uniquely Anaesthesia and Intensive Care, Vol. 21, No. 4, August, 1993 skilled talents for guarding life to doing away with the patients of other doctors, possibly acting under instruction, and not participating in the decision. And to what end? To cover for the negligent inability of colleagues to relieve pain or to seek expert help, or to support the perverse assertions of certain ethicists.
All the authors quote contemporary euthanasia in Holland, but unfortunately, they get it wrong, taking their information mainly from Dutch apologists. First, they seriously underestimate its incidence, since the Dutch define euthanasia as "killing on request", and then do not count killing without request, which is commoner than voluntary euthanasia.
Second, they ignore the documented evidence, from official and other sources, of the widespread abuse of the so-called guidelines, to the extent that a Dutch professor of law could say in 1990 that there is an almost total lack of control on euthanasia, and that, as things then stood, control would be virtually impossible. 5 While reform of the Dutch law on euthanasia has been recently announced, it is little known that the new law will merely regularise current practices, and will still permit the killing of patients in coma, those suffering from senile dementia, the mentally handicapped and some malformed newborns, none of whom could consent.
Since current trends in the medical literature on euthanasia are likely to continue, anaesthetists are advised to take time to become acquainted with the facts, the arguments and the jargon, so as to be able to evaluate the humanity in the proposals. They must not invite disaster for their profession through wellmeaning ignorance.
